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has a ready solution. For these reasons, the committee recommends that states and other relevant bodies adopt requirements that ICD-9-CM E-codes be reported for all injury diagnoses for hospital and emergency department discharges.
As noted earlier in this chapter, only six states currently require that hospital discharge data include E-codes for injury diagnoses (CDC, 1992a). A study using discharge data from Maryland found that without mandatory reporting the completeness of E-coding varied over time, by patient age, among hospitals, and by nature and severity of injury (Marganitt et al., 1990). Limited space on record abstracts or billing forms (e.g., the UB-82) for reporting diagnoses can leave no room to report an E-code. Even if space is available on the forms, providers have little incentive to report E-codes if they are not required, in part because the codes do not affect reimbursement (Sniezek et al., 1989). The federal government, through the Health Care Financing Administration, could, however, create a strong incentive by requiring E-codes for Medicare or Medicaid reimbursement for hospitalizations or ED visits.
Other factors that appear to deter E-code reporting are concerns over the cost of the additional coding responsibilities, inadequate guidelines for using E-codes, and insufficient information in the medical record to determine an appropriate code (Sniezek et al., 1989). Studies suggest, however, that costs are minimal. Coding of discharge data was estimated to impose an average of $600 in one-time implementation costs and $600 per year in operating costs (Rivara et al., 1990). One hospital ED is successfully using a checklist completed by the triage nurse to record E-code information in the patient's record (Ribbeck et al., 1992). The upcoming addition of an E-code field in the revised standard hospital billing form (the UB-92) and the recommendation that E-coding be included in the UHDDS (CDC, 1992a) should spur more extensive use of E-codes.
The committee's recommendation for use of E-codes in hospital discharge data joins that of other prominent groups such as the American Public Health Association (APHA, 1992), the CDC (1992b), the National Committee on Vital and Health Statistics (NCVHS, 1992a), and numerous state health departments, academic research centers, and nonprofit groups. In the committee's view, efforts to incorporate E-codes in patient records must extend to the hospital ED as well as to inpatient care.
Validity of Data and Performance Indicators
The problem of how valid information is for answering questions of access, costs, and quality is always paramount in health care assessment.7 In the committee's view, special attention must be given to matters relating to diagnosis and patient acuity (e.g., severity of injury or illness). Patient section, this onemost critical data), and lack of information on EMS systems use. These limitations make themdeaths in an urban area were not seen in hospitals (Cooper et al., 1992). Such01-239)— established regulations designed to ensure that patients receive appropriate assessment and stabilization before any transfer is made, to ensure that transfers are made in appropriate vehicles and to facilities that are able to provide necessary care, and to deter "dumping" of patients from one hospital to another on the basis of the patient's ability to pay.
